Background
==========

Formulating an etiological diagnostic hypothesis is a fundamental part of almost every medical encounter, regardless of clinical setting and patient characteristics. Without an etiological, or biomedical, diagnosis, many would argue that treatment choice will not be rational and that patients cannot be given a clear idea of prognosis. In addition, the patient cannot easily be reassured and the doctor might be left with a troubling feeling of uncertainty. It is for that reason that medical students are extensively trained in how to make a diagnosis and to avoid, virtually at all costs, missing a serious disease. One consequence may be that, at a time of increase health care costs especially in pharmaceuticals and expensive diagnostic tests, doctors do more laboratory and radiological testing than strictly necessary. \[[@B1]\] Diagnostic syndromes, like the irritable bowel syndrome and the chronic fatigue syndrome, are no exception to this. By definition, these syndromes are lacking a biomedical background. However, in patients suspected of suffering from these syndromes, physicians tend to perform even more diagnostic testing, predominantly for excluding presumed biomedical explanations of the presented complaints.

But do we, as doctors, really need to establish an etiological diagnosis each time a patient presents? Or might it often be more effective to treat simply on the basis of symptoms and signs alone, relying on research and on our experience of outcomes for patients who presented in similar ways in the past? This article uses examples from recent research to address this question. We conclude that, in addition to diagnostic research, a renewed focus on prognostic research is needed. \[[@B2]-[@B4]\] Our examples come from general practice, because that is where doctors frequently see patients presenting with as yet undifferentiated disease which is consequently difficult to diagnose. Furthermore, in general practice, patients generally feel free to express their fear of having the first sign of a serious disease. Indeed, establishing patients explanatory models and exploring their ideas, fear and expectations about their illness is part of the formal clinical method of general practice. \[[@B5],[@B6]\] Patients will often share with their doctor what they heard from their colleagues or family, or what they read on the internet, for example that a prolonged cough may be a first symptom of lung cancer, or that fatigue is a sign of leukaemia.

Discussion
==========

Do we still need pneumonia as a diagnosis?
------------------------------------------

In daily general practice, cough is one of the \'top three\' reasons patients consult. In most cases, the cough is caused by a common cold, sinusitis, acute bronchitis, or an exacerbation of asthma or COPD. When a lower respiratory tract infection (LRTI) seems likely, the doctor will wonder whether this is due to a bacterial infection. One important reason for such speculation is that only a bacterial LRTI is likely to respond to treatment with antibiotics. However, on the basis of history taking, physical examination, and even radiographs, it is practically impossible to distinguish a bacterial from a viral LRTI. \[[@B7],[@B8]\] Possibly for this reason, many clinicians focus on trying to diagnose or exclude pneumonia (instead of a bacterial LRTI). However, even this approach is fraught, since many patients with bacterial pneumonia may recover without antibiotic or appropriate antibiotic treatment. \[[@B9]\]

These considerations led to the attempt to identify symptoms and signs that might predict a prolonged (longer that four weeks) duration of illness in patients presenting with a cough caused by LRTI. Those whose presenting features suggest they are at higher risk of a prolonged clinical course may gain considerable benefit from antibiotic treatment, and unnecessary antibiotic prescriptions might be avoided in the remaining much larger group of LRTI patients. \[[@B10]\] Co-morbidity, and asthma in particular, appears to predict a prolonged duration of illness in LRTI. We now need to answer the question whether these patients with community acquired LRTI and types of co-morbidity benefit from treatment with antibiotics. \[[@B11],[@B12]\] Patients at the milder end of the disease spectrum will have limited benefit from antibiotics, even if they have a bacterial infection.

Are low back pain and shoulder pain satisfactory diagnoses?
-----------------------------------------------------------

Musculoskeletal complaints compete with respiratory tract symptoms in the \'top three\' of most frequently encountered problems in general practice. \[[@B13]-[@B15]\] Lower back pain (LBP) in particular, together with pain of the hip, knee and shoulder are common reasons to consult. For most episodes of LBP and shoulder pain, there is no clear relationship between the precise \'anatomical lesion\' and treatment effectiveness (once, of course, only after a more serious, even if rare, condition has been excluded). For that reason, clinical guidelines advise general practitioners to adopt a \'wait and see\' policy, including symptomatic treatment and lifestyle advices, for at least 2--6 weeks, rather than investigating the patient radiologically or refer to physiotherapy. \[[@B16]-[@B18]\]

However, a considerable number of patients re-consult within a few weeks. \[[@B19]-[@B21]\] Educational interventions aimed at reducing negative attitudes and beliefs, as well as cognitive-behavioural therapy, active physical treatment and graded exercise therapy, all reduce work absence, functional limitation and pain (including pain related fear), and promote earlier return to normal daily activities. This is especially true for patients with (chronic) LBP and shoulder pain. \[[@B22]-[@B25]\] Instead of focussing primarily on an etiological or precise anatomical diagnosis, it might make more sense to explore the determinants of chronic LBP and shoulder pain on which general practitioners can intervene. Research may be more helpful to clinicians if it attempts to answer questions such as this rather than say differentiating one form of non-sinister back or shoulder pain from another. \[[@B20],[@B26]\]

\'Something is wrong\' as a determinant of diagnosis and prognosis
------------------------------------------------------------------

General practitioners are often unable to make a formal diagnosis for a patient, but are struck with the feeling that something serious may be wrong. Such feelings tend to give important information, and the general practitioners ignore these at their peril, even if it does not result in pointing to a specific disease. This general feeling has been tested. In a group of 320 patients contacting their general practitioner with chest pain, general practitioners\' gut feelings successfully predicted serious cardiac or respiratory disease in 82% of the cases. \[[@B27]\] Also in detecting rare, but serious infections (meningitis, sepsis, pneumonia, etc.) within a large group of acutely ill children, this \'feeling\' is suggested to be an important help. \[[@B28]\] When the chest pain study was repeated in the emergency department of a large university hospital, the discriminative power of \'something is wrong\' was much lower. It is not clear if this resulted from the immediate application of technological tests in all patients in such department, where serious diseases are so much more prevalent, or from the relative lack of expertise in young residents that first examine the new arriving patients. \[[@B29]\]

The importance of the \'something is wrong\' sign has yet only been studied in emergency situations. The impression exists, however, that it may also be important in diagnosing serious, but less acute diagnoses, such as malignancy or even diabetes, and thus play a prognostic rather than diagnostic role.

Summary
=======

The key word is time
--------------------

We are not suggesting that making a diagnosis can be dispensed with. This will always remain a corner stone of daily clinical practice. Our examples do, however, suggest that the needs of clinicians and patients are often not met by a classical approach of diagnostic research, in which signs, symptoms and test results are compared in a cross-sectional way with a \'gold standard\' diagnosis. The so-called delayed type cross-sectional study design has been suggested as a more useful approach since it incorporates time for a possible diagnosis to either become clear or the symptoms to resolve. \[[@B30]\] But a diagnosis remains no more and no less than one part of a management process that starts when a patient feels the need to consult his or her doctor and ends in death or when the symptoms are resolved. We have attempted to illustrate that a specific etiological diagnosis is not necessarily always an obligatory or even important element in this process. It may well be that treatment choices will be better supported by evidence relating signs and symptoms (syndromes) to outcomes, rather than finding better ways of making a precise etiological or anatomical diagnosis. Identifying early and managing differently those at higher risk for an adverse outcome, while adopting a \'wait and see approach\' for most patients may be the best way forward. This is not to say that a \'wait and see approach\' means not offering symptomatic treatment and labelling the nature of the problem in an understandable way. Time, however, is the key word in this approach to diagnosis.
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